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Connecticut’s MFP Demonstration

Part 1: Systems Assessment and ap Analysis (20 pages)

1. A description of the current LTC support systems that provide institutional and home and
community-based services, including any major legislative initiatives.

The State of Connecticut has been reshaping its long term care services and supports to meet the

needs of its residents. Long-term care is seen broadly as services and supports provided in a

variety of settings over an extended period of time. This section will describe the current system

in terms of the following categories: Institutional care settings, Medicaid Home and Community

Based Services Options and Community Level Supports.

Institutional Care Settings

FIGURE 1
Connecticut’s institutional care settings Percent Distribution of CT Nursing Facility
Residents by Payment Source, 2005
include skilled nursing facilities (SNF), nsurance
Private pay Veterans

Intermediate Care Facilities for the 1% <1%

Mentally Retarded (ICF/MR) and Chronic Vedicare

16%

Disease Hospitals. Institutions for Mental M

Disease (IMD) also provide institutional

care for individuals with mental illness. Source: CT Annual Nursing Facility Survey,
Office of Policy and Management, 2005

Home and Community Based Services:

The expansion of community based supports have allowed increasing numbers of individuals to
remain in their homes and avoid or delay moving to an institutional setting. These supports
encompass a wide range of formal and informal services and independence sustaining aids.
Medicaid State Plan Options: Connecticut’s Medicaid State Plan provides a myriad of HCBS
services. Relevant to MFP are the home health services, including skilled nursing, physical

therapy, speech therapy, homemaker/home health aide service, occupational therapy and medical
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social services; durable medical equipment; a rehabilitation option for individuals with mental
illness. Each of these will be described in detail later in the proposal.

Medicaid Waivers: Connecticut’s largest system providing support to persons with disabilities
and older persons as an alternative to institutional care is the waiver system. DSS serves as the
lead Medicaid agency in the state. Connecticut offers six Medicaid Home and Community-
Based Waivers, operated by the Department of Social Services (DSS). Connecticut’s five
1915(c) waivers include the CT Home Care Program for Elders (CHCPE, Elder Waiver), the
Personal Care Assistance (PCA) Waiver, the Acquired Brain Injury (ABI) Waiver, the DMR
Individual and Family Support (IFS) Waiver and the DMR Comprehensive Waiver, as well as
the Katie Beckett Model Waiver.

State Long-Term Care Programs: There are a wide range of other long-term care services that
support individuals with disabilities and chronic health conditions funded or operated by State
agencies in addition to those mentioned above. A description of these programs was compiled
by the Office of Policy and Management (OPM), as listed in Appendix 5.

Community Housing Options

A range of housing options with long-term care supports is available in Connecticut, affording

individuals who have long-term care needs the ability to avoid entering into an institution.

Housing Type Facilities | Units Residents Age
Congregate Housing 2005 23 Varied 951 62 and older
Assisted Living 2006 109 6,900 Varied Adults and elders
Residential Care Homes 2006 102 2,826 2,593 Adults and elders
CCRCs 2006 17 3,200 Varied Elders
Nursing Facilities 2006 246 29,540 27,575 All ages

Beds

Congregate Housing provides frail elders with private living arrangements, moderate supportive

services as well as common areas for dining, socialization and other activities.
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Assisted Living Services/Managed Residential Communities offer an attractive residential
alternative to seniors age 55 and older who do not require the intensive care provided in nursing
facilities. In Connecticut, assisted living service agencies (ALSAs) are licensed to provide
assisted living services in managed residential communities (MRC). Collaborative interagency
efforts have resulted in expanding the assisted living services to lower-income individuals. In
the “Assisted Living Demonstration Project”, 4 subsidized pilots were approved by the General
Assembly in 2001. Medicaid coverage for assisted living services has also been extended to
State-funded congregate housing, federally financed HUD complexes and a pilot for up to 75
people who reside in private pay assisted living facilities.

Residential Care Homes (RCH) provide a room, meals and supervision for individuals whose
limitations prevent them from living alone and do not require nursing services.

DMR group homes are licensed facilities which include roup homes, community training
homes and community living arrangements for individuals whose limitations require assistance.
Continuing Care Retirement Communities (CCRC) offer lifetime living accommodations and
a wide variety of services, including a specified package of long-term health and nursing services
for older adults. People usually enter these living arrangements while living independently, but
are able to receive services at any level of care required as they age.

Supportive Housing in Connecticut is a Supportive Housing Demonstration Program that
provides affordable, independent housing with a social service component for tenants who
require such services. Supportive housing tenants choose to live in the housing, hold the lease
and cannot be evicted for non-compliance with social services treatment plans. Approximately

70% of the units are reserved for individuals who were formerly homeless or at risk for
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becoming homeless; 50 % are reserved for people with HIV/AIDS, mental illness, or chronic
substance abuse.

Residential Settings for Individuals with Psychiatric Disabilities: The Department of Mental
Health and Addiction Services (DMHAS) funds several types of 24-hour, seven day/week
residential settings for individuals 18 and older, including group homes, supervised housing,
long-term treatment, long term care and transitional care halfway houses.

Community Level Supports

Municipal, non-profit, private sector and volunteer services: In addition to the State
programs, a wide array of statewide, regional and local long-term care supports and services
exist throughout Connecticut. Government agencies, non-profit and for-profit organizations, as
well as volunteer groups administer these. This includes 5 regional Independent Living Centers,
5 Area Agencies on Aging, statewide and local mental health councils, advisory councils for
persons with disabilities, as well as the Corporation for Independent Living, a non-profit partner
focused on new housing initiatives for elders and persons with disabilities.

Recent Legislative Initiatives:

In the 2005 and 2006 Sessions of the Connecticut General Assembly, tremendous advances were

made in long-term care legislation. A listing of the major components follows, with the full

description of each component available in the Appendix.

e Expansion of eligibility for a number of state Medicaid programs to persons beyond age 65
to eliminate age bias in programs. (PCA, ABI Waivers, Medicaid Buy-In program).

e Expansion of eligibility for all the ABI, PCA and the DMR Comprehensive Waivers to
include working individuals with disabilities covered under the Medicaid Buy-In program.

e Expansion of the state-funded Personal Care Assistance Pilot.
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Expansion of the 1915b Managed Care Waiver to allow the Connecticut Behavioral Health
Partnership (CT BHP) to develop community-based alternatives to institutional care.
Approval for a Medicaid Rehabilitation Option program for adults with severe and persistent
psychiatric disabilities discharged or diverted from nursing home residential care including
the use of Assertive Community Treatment (ACT) and Community Support Teams (CST).
Approval for an Autism Pilot Program for people with autism spectrum disorders without
mental retardation, focusing on a coordinated system of supports and services including
service coordination, supported living, supported employment and transportation.
Approval for a long-term care needs assessment of the unmet needs in the state and
projections of the future demand for these services.
Approval for a Money Follows the Person Pilot to permit the legislative amendment of any
Medicaid HCBS Waiver to accomplish the goals of Money Follows the Person.
Approval of an Accessibility Advisory Board comprised of design professionals, people with
disabilities and people whose family includes persons with a disability.
Requirement that all state social service agencies assist housing authorities to identify and
access services. This legislation also requires DMHAS, DMR and DSS to develop plans
detailing their outreach efforts, available services and crisis intervention activities.
Expansion of the Supportive Housing Initiative for 500 new units by the end of SFY 2007.
Sustained the CMS-funded Nursing Facilities Transition Project as a state funded program
and increased the amount of available funding for the program’s operating expenses.

An assessment of what is in place and working to rebalance the State’s resources, i.e. to

increase the use of home and community based rather than institutional, LTC services.
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Increased demand for community based services: In 1987, Connecticut’s first Medicaid
Waivers were approved. DSS implemented the CHCPE and a Waiver for people with
intellectual disabilities, operated through DMR. In 1990, advocacy pressure resulted in closure
of one of the two largest segregated training schools for adults with intellectual disabilities.
1991 Moratorium on expansion of new nursing facility beds: Successful implementation of
the 1987 DMR waiver and the CHCPE provided evidence that people could safely receive long-
term Medicaid services and supports in the community. By 1991, the growing demand for
community alternatives changed the long-term projections for supply of institutional beds and
the General assembly passed a moratorium on the expansion of new nursing facility beds. The
moratorium marked the first significant rebalancing initiative, reflecting a philosophical shift
from expansion of institutional care to expansion of home and community based care.

1997 Personal Care Assistance (PCA) Waiver: For the first time, this waiver provided
community alternatives to people under the age of 65 and advanced the concepts of self-
direction. Based on a fiscal intermediary model, the waiver gave control over hiring and firing
of personal assistants to the consumer. Since 1997, the average monthly number of nursing
facility days for Medicaid residents has dropped, even with added beds prior to the moratorium.
1999 Establishment of Long-Term Care Planning Committee: With the growing recognition
of the need for coordination around long-term care planning, the General Assembly created the
Long-Term Care Planning Committee (LTC Committee). Chaired by OPM, the LTC Committee
represents key state agency leadership and legislators.

1999 Establishment of LTC Advisory Council, The Council is co-chaired by a legislator and

the Commission on Aging and supports the LTC Committee. Membership of the Advisory
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Council includes stakeholders such as providers, nursing facility industry representatives,
consumers (both younger people with disabilities and older people), etc.

2004 Establishment of Connecticut’s rebalancing goal: The long-term rebalancing goal for
2025 was set in the Long Term Care Plan for Medicaid recipients as 25% institutionalized and
75% would receive care in the community. The goal was forwarded to the General Assembly,
and at that time, only 48% of the people were receiving community based care.

2001 Transition Program: Connecticut received a grant award from CMS in 2001 to develop,
implement and sustain a transition system. Governed by a consumer-controlled steering
committee, the system supports 6 full time staff in partnership with the ILCs and provides
funding for transitional expenses such as initial household goods and furniture. This transition
program became a permanent state program in 2004 when the 3-year federal grant ended. The
program provides services for persons who have been institutionalized for more than 6 months
and require assistance to return to the community. It plays a critical role in rebalancing by
providing a choice to people who would have no choice than to remain in the institution.

No Waiting list policy for CT Home Care Program for Elders: As a result of increased
demand for community-based care, a ‘no waiting list’ policy was established within the CHCPE.
Noteworthy, is the Personal Care Assistance Waiver, which proved to be successful, so much so
that more community slots were added in order to meet the increasing demand for services.
Closure of 2,500 beds: Since 1999, 2,500 beds have been removed from Connecticut’s
institutional long-term care system. Strategies have been implemented by DSS to ensure the
health and safety of the persons in the nursing facility at the time of closure, which reduces the
supply of beds in the system. Strategies vary based on many factors such as the need for beds in

the geographic area, the balance sheet of the nursing home, the desirable number of beds per
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room, the level of interest from potential buyers, etc. The past practice was to increase the per
diem rates to assure the stability of the nursing home during transition, while locating an

interested buyer. Today, it is more likely that a low census negotiation will result in a reduction

in the number of beds per room, the de-
FIGURE 2
Proportion of CT Medicaid LTC
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information about LTC options. This effort,

combined with concerted efforts on the part of state agencies, the Commission on Aging, Real

Choice System Change grantees, the ILCs and the Area Agencies on Aging, strengthens the

infrastructure for the state’s rebalancing effort.

3. A description of current funding mechanisms, including those that restrict the flexible use
of Medicaid funds to support individuals living in the community.

Current funding mechanisms in the LTC system are varied, with Medicaid as the primary payer

for LTC services. Other funds within the system include state funds, private payments, the

Partnership for LTC, Social Services Block Grants, the Older Americans Act and the

Rehabilitation Act. With Medicaid as the primary payer, it is necessary to get an understanding
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of how the funds from this system are distributed in Connecticut. Figure 2 demonstrates the
institutional bias in our current system.
Connecticut’s budget: Connecticut develops, implements and monitors a gross budget;
matching federal reimbursement on eligible Medicaid expenditures is posted as unrestricted
revenue and becomes part of the State general fund. Budget estimates for Medicaid LTC
expenditures are based on several factors including demand for institutional care, per diem bed
costs, increased per diems due to low census, demand for state plan services and the number of
state funded and Waiver program slots approved by the Legislature and Executive Branch.
Funding appropriated to a single Medicaid line on the state’s budget: Endowments include
state funded community support systems, including systems matched by CMS. Within the line,
legislative caps on HCBS Waiver programs limit the number of people who can receive services.
Each program is funded separately with different numbers of community slots, which may not be
transferred nor reallocated beyond the cap to any other program without legislative approval.
Pooled Funding: DSS manages a pooled budget, where administration creates service estimates
based on demand. This creates flexibility within programs, using demand to drive the requests
for changes in administrative caps. Under this pooled budget approach, the system does not
restrict the state’s ability to rebalance. Services are accessible within available state funding.
4. A description of the various systems of care, waivers and SPAs that are utilized by the State
to provide home and community-based supports and service

Systems of Care

The Connecticut Behavioral Health Partnership (BHP) is a system of care that provides
coordinated, community-based, family-centered, culturally competent individualized supports for

persons with psychiatric disabilities. Details are provided later in this section.
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Medicaid State Plan Options Relative to HCBS:

Home Health Care: The majority of the formal home care services are provided by home
health care agencies. There are 75 agencies licensed to provide home health care services in
Connecticut. Services offered include skilled nursing, physical therapy, speech therapy,
occupational therapy, homemaker/home health aide service and medical social services.
Durable Medical Equipment (DME): DME is equipment that can be used repeatedly for
medical purposes. Medicaid will only pay for equipment that meets the definition of DME and
is medically necessary. Although DSS has a list of DME for which it routinely pays, additional
items may be approved for coverage and is considered on an individual need basis.
Rehabilitation Option for Psychiatric Rehabilitation Services (Rehab Option):

Adults: Connecticut currently covers rehabilitation services provided in mental health group
homes of 16 or fewer beds as well as targeted case management (TCM) services to individuals
with chronic mental illness. Services help clients access medical, social, educational and other
benefits to ameliorate their symptoms and improve personal functioning.

Children: Under BHP, Connecticut provides case management and rehabilitation services
through Early Periodic, Screening, Diagnosis and Treatment (EPSDT) authority when medically
necessary to link medical, social, educational and other services. Services include a variety of
psychiatric home-based rehabilitation and emergency mobile benefits.

Medicaid Waivers

Consumer Directed Services in Connecticut are administered by two different agencies, DSS and
DMR, with DSS being the lead Medicaid agency. A brief description of each of the self-directed

waivers follows:

10
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Table 1: Connecticut’s System of Home and Community-Based Service Waivers

CT Home Care Serves 14,000 Elders age 65+ with a | Settings: Personal residences, Adult day care centers, Congregate
Program for Elders | minimum of one ADL need area housing, Elderly housing, Residential care homes, CCRC and MRC
Assisted living, Alzheimer's facilities with private assisted living

Services: Adult day care, Adult day health care, Assistive devices, Assisted living services, Care management, Chore services,
Companion services, Home health aide services, Home delivered meals, Homemaker services, Hospice services, Info & referral, MH
counseling, Nursing services, Nutritional services, PCA services, Personal emergency response, Physical, speech, respiratory &
occupational therapy, Respite care, Transportation

Personal Care Serves up to 698 adults with Settings: Personal residences
Assistance Waiver | physical disabilities, self-direction

Services: Personal assistance services, Personal emergency response

Acquired Brain Serves up to 369 adults with Settings: Personal residences, Group residences
Injury Waiver acquired brain injury

Services: Case-management, Chore, Cognitive behavioral program, Community living supports, Companion, Day Habilitation,
Durable medical equipment, Family training, Homemaker services, Home delivered meals, Independent living training, Personal care
assistance, Personal emergency response, Pre-vocational services, Respite care, Substance abuse, Supported employment,
Transportation and Vehicle modification

Katie Beckett Serves up to 180 individuals with Settings: Personal residences
Model Waiver physical disabilities.

Services: Assistive devices, Care management, Durable medical equipment, Home health aide services, Information & referral, Mental
health counseling, Nursing services, Physical, speech, respiratory, occupational therapy, Prescription drug assistance, Transportation

Individual/Family | Serves individuals with mental Settings: Personal residences
Support Waiver retardation

Services: Supported Living, Personal Support, Individual Habilitation, Adult Companion, Respite care, Personal Emergency
Response, Home and Vehicle Mods, Supported employment, Group Day programs, Individual Day programs, Behavior/Nutritional
Consultation, Specialized Equipment and Supplies, Transportation, Family Consultation/Support, Individual Consultation/ Support

Comprehensive Serves individuals with mental Settings: Personal residences, Community living arrangement,
Waiver retardation Community training home, Assisted Living

Services: Supported Living, Personal Support, Individual Habilitation, Adult Companion, Respite care, Personal Emergency
Response, Home and Vehicle Mods, Supported employment, Group Day programs, Individual Day programs, Behavior/Nutritional
Consultation, Specialized Equipment and Supplies, Transportation, Family Consultation/Support, Individual Consultation/ Support

11
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Additional HCBS Efforts: In addition to the existing waivers, legislative activity reflects a
continued commitment to explore other home and community based options within the state.
There are four population-specific pilots under discussion or development, which include
individuals with autism, with mental illness, with multiple sclerosis and with HIV.
5. Current expenditures on long-term and community-based care as well as other measures
such as the number of institutional beds versus community placements
During the fiscal year ending in 2005, Connecticut spent $2,564,014,622 on long-term care. Of
that amount, $1,774,353,460 (68.95%) of the total LTC expenditures was attributed to
institutional expenditures while $799,661,162 (31.05%) was ascribed to community based care.
Of the $799,661,162, $184,041,470 (23%) was certified to Home Health expenditures,
$428,875,342 (54%) was recognized as belonging to waivers serving DMR clients and
$92,431,576 (11%) arose from the CHCPE. The remaining 12% was found to be from
combination of the PCA, the Katie Beckett and the ABI Waivers.
Of those served in the LTC system in 2005, 50% were served in the community and 50% were
served in institutions. This is a significant shift from 2004, when 48% were served in the
community while 52% was served in institutions. Though expanded HCBS options have
increased the number of persons served in the community since 1999, the most dramatic growth
is reflected in the CHCPE, which has experienced a 67% growth rate over 8 years and now
provides services to 14,757 participants. The growth of HCBS as an option for persons with
disabilities and elders has lessened the demand for institutional care. Medicaid recipients who
were served in nursing homes dropped from 20,021 in 1999 to 18,857 in 2005, a 6% decrease.
6. A description of any current efforts to provide individuals with opportunities to self-direct

their services and supports

12



Connecticut’s MFP Demonstration

Connecticut’s HCBS waiver programs provide opportunities for participants to self-direct their

services and supports. A brief description of these opportunities follows:

e PCA Waiver: Participants hire and manage their own PCA staff with a fiscal intermediary
who administers for the PCA’s payroll; the consumer establishes salary within budget caps.
Training on managing PCAs is available for consumers.

e ABI Waiver: Participants or their conservators hire and manage their own PCA staff just as
the participants in the PCA program; the two programs mirror each other. Participants are
responsible for managing up to 20 additional home and community supports, depending on
their level of need. Services are determined with the individual, a neuropsychologist, social
worker and consumer-designated circle of support.

e CHCPE: The elder participant undergoes a holistic assessment conducted by professional to
identify unmet needs and recommend supports. Whenever possible, the elder is regarded as
“self directed” and is empowered to make adjustments in the frequency, duration and
intensity of their services without prior approval. Connecticut also offers elders the option of
self-directing personal care assistance which mirrors the PCA and ABI Waivers.

e DMR Waivers: Waivers permit consumers to hire people directly for many services, such as
supported living and employment, respite, personal care, etc. Participants are provided with
a fiscal limit where they can choose services in their customized package. DMR does not tell
participants what services they can have and in what amounts as long as it stays within the
budget limit and basic health and welfare needs are met.

e Additional self-direction efforts: All of the pilots under consideration include self-directed

options for home and community-based services and supports.
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An overall description of any institutional diversion and/or transitions programs or

processes that are currently in operation

Preadmission Screening: Since 1987, Connecticut has operated a statewide preadmission

screening program designed to offer home care as an alternative to institutional care. This

activity is now linked with the preadmission screening process for mental illness/mental

retardation (PASARR) so that every individual is screened prior to entry to a nursing facility.

The Alternate Care Unit of DSS screens approximately 3,300 individuals per month.

Connecticut’s transition program: Connecticut’s transition program was initiated in 2001

with CMS grant funding.

Funding: The original grant was funded at $800,000 over 3 years, sustained by the General
Assembly in 2004 for an additional 3 years with a 40% increase in 2006.

Management and Staffing: The program is contracted to the Connecticut Association of
Centers for Independent Living (CACIL), with a full time statewide coordinator and 10 full
time transition coordinators, 2 at each ILC location.

Transition Coordinators: Coordinators are responsible for 1:1 outreach, identification of
residents, coordination of services and supports, location of housing, coordinating the move
to the community and provide post transition supports such as instruction in independent
living skills or case management up to 6 months.

Steering Committee: The project is governed by a steering committee composed of 25
people that develop, implement and monitor the policies guiding the project. 51% of the
members are seniors, people with disabilities, older adults and family members. State

agencies, nursing facility administrators and providers are represented in the other 49%.

14
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Data collection: Consumer satisfaction drives Connecticut’s transition system. Written
surveys are mailed every six months to all who transitioned. Follow up phone calls are made
to people who do not respond to the survey. Connecticut has followed every transition over
the past 4 years and has found a very high (92%) satisfaction rate; there has been a 6% rate of
return to institutions. 171 variables are examined on participants during transition, stored in
a data warehouse and analyzed to determine the impact of barriers. Data-driven changes
include prioritization of housing subsidies, accessibility modification funding and sustaining
the CMS grant. Data sets from this system were used to develop the MFP gap assessment.
Transition Tools: The project developed a series of tools for the MFP demonstration,
including a Transition Guide, a self-assessment tool, a housing resource manual, quality
management strategies manual for home and community based services and a “Common
Sense Fund” for one time transitional expenses.

An analysis of what shortcomings or ‘gaps’ in the system the State intends to address in the

demonstration program

Process for determination of gaps: Qualitative and quantitative data from the existing

transition program identified factors that delay or prevent transition. Workgroups comprised of

consumers, seniors, independent living staff, state staff and providers, analyzed the data. With

the transition implementation workgroup in the lead, data and cases were studied over the past

year to better understand HCBS systemic gaps that delay or prevent transition. The defined gaps

were outlined in a paper, presented to the steering committee for approval and then presented to

DSS as a set of recommendations for the MFP Demonstration.

Lack of affordable, accessible housing: Recognizing housing as a significant barrier,

Connecticut’s coordinated its transition system with the state’s housing rental assistance program

15
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and an accessibility modification program. This coordination will continue under MFP. DECD
has committed $1 million for housing modifications, while DSS plans to support 60% of the
transitions with rental assistance. Despite the subsidies, transition coordinators continue to
struggle with locating housing. To address this gap, the MFP demonstration will hire 5 FTE
housing coordinators and will coordinate with DECD’s newly established housing registry of
affordable and accessible housing, to be fiscally sustained by DECD. The DECD letter of
partnership is included in Required Endorsements.

Lack of information for conservators and attorneys: After housing, the greatest barrier
affecting time to transition is conservatorship. Conservators often misunderstand roles or the
principles of self-determination and choice. Often attorneys are involved either serving as the
conservator or serving indirectly as the counsel. The Elder Law Section of Connecticut’s Bar
Association has agreed to provide outreach and education to its member attorneys. A letter of
agreement from the Elder Law section of the Bar is located in Required Endorsements.

Lack of integration of assistive technology (AT): AT is any device or service that can aid a
person to maximize their independence. During the post transition phase, the absence of
appropriate AT is a documented barrier, but Connecticut does not have sufficient data relative to
the successful integration of post transition assistive technology. This gap will be addressed
within MFP by coordinating with the State’s Assistive Technology equipment loan programs.
AT needs of participants will be identified, AT trials given and data will be collected relative to
the utilization of technology. Successful trial periods will be followed by the purchase of
appropriate technology within Medicaid allowable limits. Connecticut will use this data to guide

future waiver and/or state plan development.
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Lack of access to information: This rebalancing strategy is dependent upon access to
information about community-based options. Connecticut has a strong transition system but for
rebalancing to occur, additional transition coordinators will be required. Experience has
demonstrated that a 1:1 outreach ratio is the most effective strategy. The existing system utilizes
the state’s ILC network, aligning federal funding streams with Connecticut priorities such as
information and referral regarding community choices. The Older American’s Act also has
federal funding mechanisms for information and referral. Connecticut’s MFP proposal seeks to
expand transition services to include the network of AAAs.
Waivers based on specific disability rather than functional need: Data collected through the
existing transition system identified gaps within Connecticut’s existing community-based service
system. Currently, Connecticut has 6 waivers in place and 4 under development. Waivers
specific to diagnosis rather than functional limitation prevent many people from successfully
transitioning to the community. There are also service gaps in existing waivers.
Lack of coordinated strategies for quality management: Each of Connecticut’s HCBS
Waiver programs have quality management components in place. MFP will add a coordinating
effort to ensure necessary information is shared across components focusing on improvements
made to the delivery of the services to the consumer.
9. An analysis of what collaboration among the various programs in the State is necessary to
ensure the success of the demonstration program.
Ensuring access to the demonstration through information and referral: The ILCs and
AAAs will collaborate with each other and with the project staff. Their focus in the project will
be the entry points to the demonstration by ensuring outreach to nursing facility residents. The

LTC Ombudsman will also facilitate access to information in nursing facilities, assisted living
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and Residential Care Facilities. This program is a full partner in the transition system. Letters of

support from these partners can be found in Required Endorsements.

Ensuring access to waivers and state plan services: Coordinators will collaborate with DSS

and DMR in their administration of the various waiver programs including DMHAS in their role

with community based services. Within state agencies, additional collaboration is required since
waivers and other HCBS programs are administered in different units.

Ensuring access to housing: Collaboration between housing and waivers is critical to success

of the demonstration. Housing and community services must be in place on the day of discharge.

e Rental Assistance Program: Collaboration will be required with various housing programs.
DSS serves as the State Housing Authority and administers a statewide Section 8 program
funded by HUD, as well as a Rental Assistance Program that provides access to housing
subsidies in the absence of federal funding.

¢ Housing Registry and Housing Modification Program. This MFP demonstration will
partner with DECD on its web based housing registry, targeted for completion in June 2007.
Staff from the MFP project will support the success of the registry by enrolling landlords.
Successful implementation of the accessible housing funds will also require collaboration.

Ensuring access to additional LTC programs: A successful demonstration is also dependent

upon collaboration with a variety of additional programs within the state.

e Department of Social Services: The proposal will coordinate with a variety of programs,
including the respite care, assistive technology, the Alzheimer’s programs, Food Stamps,
Caregiver Support, Title III B Supportive Services managed by the Area Agencies on Aging,
Community Based Services, Essential Services and expansion of transportation programs.

DSS houses the Vocational Rehabilitation Program and the Medicaid Infrastructure Grant

18
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(MIG), providing the MFP with a unique opportunity to establish shared goals with the MIG
and the MFP for participants with employment goals.

Department of Mental Health and Addiction Services: The MFP proposal will coordinate
with Local Mental Health Authorities to provide support in the community for people with
substance abuse or mental illness and Club Houses to provide social opportunities and peer
support for persons with mental illness.

Department of Mental Retardation: The MFP proposal is intricately linked with the DMR
operated waiver programs and their quality framework will serve as a foundation for MFP.
Board of Education Services for the Blind: The MFP proposal will link with the
Vocational Rehabilitation program, as well as the elder blind program to provide access to
specialized supports for individuals who are legally blind.

Department of Transportation: The MFP proposal will line with the United we Ride
Program to address transportation issues for participants.

What systems, procedures and policies are in place to monitor and address, (i.e., track,
identify and correct) deficiencies related to quality assurance for eligible individuals

receiving Medicaid HCBS and provide for continuous quality improvement in such services.

DSS has a comprehensive quality improvement plan reflecting CMS’ Quality Framework and is

in the process of evaluating the frameworks for each of the Medicaid Waivers. The CHCPE

Quality Improvement program has four teams in place to provide ongoing monitoring, including

the Quality Review Team, Peer Review Team, Report Team and the Training Team. All care

plans are reviewed and “outliers” are identified for follow up. The Quality Improvement

Program also includes Outcome Indicators to evaluate the impact that services have had on

individuals such as quality of life, health and safety and consumer satisfaction. DSS conducts
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regular client satisfaction surveys, perform record reviews of contractors, handles administrative

reviews of provider requirements, monitors compliance with reporting requirements and holds

face-to-face client and provider visits. Ongoing Quality Improvement activities include in-

service trainings, regional information meetings and collaborative training programs. The

Quality Management Program also includes maintenance of a complaint log and a log of health

and safety concerns.

11.  What State legislative and other changes are necessary (and accompanying timelines) to
implement the MFP demonstration.

Connecticut anticipates the following legislation to fully implement the MFP demonstration:

2007 legislative considerations: Connecticut’s General Assembly passed legislation during the

2006 session permitting DSS to submit the MFP proposal for 100 people. Recommended

legislation to support this MFP proposal includes:

e Increase in the capacity of the HCBS Waivers to serve all demonstration participants

e Increase in the RAP to provide state funded housing subsidies to those transitioning

e Increase in capacity of existing HCBS waivers

2008 legislative considerations: Service gaps identified within this proposal require the

development of expanded home and community based services.

e Recommendation for approval of an 1115c demonstration.

e Recommendation for approval of SPA personal care option

e Recommendation for an increase in capacity of existing waivers.

2009-2011 legislative considerations: Connecticut anticipates amendments during this time

period to increase the number of slots in waiver programs depending upon demand.

20



Connecticut’s MFP Demonstration

Part 2: Demonstration Design

1. The Pre-implementation Phase, including the interventions and length of time expected to
put in place the infrastructure needed (including legislation) to expand their community-based
LTC capacity and sustain the demonstration participants in community-based care settings.

The following chart depicts Connecticut’s overall plan and timeline for implementing MFP.

2007 2008
PRE-IMPLEMENTATION DEMONSTRATION

Jan |[Feb|Mar [Aor [Mayldun|  [uul [oct [Jan |Apr [dun]oct

1. Access to Information (IO Workgroup)

Establish coordination plan between ClLs
and AAAs to improve access

2. Screening, Identification (IO Workgroup
Continue to utilize existing self assessment
& transition tools developed under NF2001
Initiate hiring process for 1 FTE for
pre-admission screening
Develop strategy for outreach in additional
sites, i.e.: ICF/MR and IMD

3. Mechanisms for Flexible funding

oo

Continue flexible funding

4. Available/Accessible Supports (Eval&H)
Continue housing subsidy and access
modification program w/legislative approval
Continue funding for one time transitional
expenses at $600/transitional as
supplemental demo
Initiate contracting process for 5 FTE
housing coordinator positions

APPROVAL OF OPERATING PROTOCOL JUNE 30

Develop MFP Housing Strategy
Develop plan for matching AT equipment
loans with people transitioning

3K
.o
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2008

PRE-IMPLEMENTATION

DEMONSTRATION

5. Community Workforce

|
Jar]

] [ Lo 1. |
Jur—Oct [Jam [Apr[JurmrOct

Continue to develop PCA registry

Continue funding of advertisements for
PCAs as supplemental demo

6. Self-directed services (TI Workgroup)

Continue existing self-directed waivers

Request legislative approval to increase
capacity of existing PCA and CHCPE
waivers supporting self-direction

Finalize waiver or SPA application for
package of services for persons w/MH dis.

Identify appropriate waiver or SPA for
implementation

Design, develop and request legislative
approval of new waiver or SPA; Hire 1 FTE

7. Transition Coordinators (Admin)

Continue existing transition positions with
5 CILS

Initiate hiring process for 1 FTE for
technical assistant

Establish contracts with 5 AAAs

8. Quality Management (QM)

Continue AM in existing waivers

Nawvalnn etratam/ far intanratina damn

APPROVAL OF QPERA['ING PROTOCOL JUNE 30
[ J

9. Health Information Technology (Admin)

PAULAN HLES LML A L ] "
CLUINUINue 1o utnZe Udla wdiclriouse diild
existing NF database

Develop identifiers for tracking transitions
in data warehouse and generating reports

Develop billing and coding process for
demonstration and supplemental services

Develop plan for IT support to CILS & AAA

Develop plan for managing QM information

10. Cultural Competence

Continue existing staff diversity training
including disability culture

11. Interagency and Public/Private
Collaboration (steering committee)

Continue and expand existing NF
governing steering committee model

Identify workgroup participants and initiate
meetings in January

Review first draft of plans from each
workgroup

Approve plans for operating protocol

Submit operating protocol to CMS
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With an existing transition system, flexible financing, coordinated housing subsidies and
capacity